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Dr Bryan F. Meyers (St Louis, Mo). Congratulations on your
presentation. This is a big study with consistent techniques. You
have excellent clinical work and no deaths out of 500 patients,
not even a rare pulmonary embolism or some other freak
complication. It was near-perfect initial results. You had only 1
late leak at the myotomy site, which is excellent. I commend
you on the notion of intent to use a standardized technique to
measure a subjective outcome that can be very difficult to pin
down.
I do have to mention a few criticisms. There is no preoperative
use of the Mayo Dysphagia Questionnaire-30. Your tool was not
used preoperatively, so it limits your ability to show an
improvement or the degree of improvement in any of the patients
or look for associations between preoperative factors and the
degree of improvement. There is no discussion of additional
surgery over the course of their recovery. So a redo myotomy,
subsequent esophagectomy, or the occasional hiatal hernia that
happens after a Dor are not addressed. What role they played on
patients’ quality of life are not touched, and to that extent it doesn’t
really predict the experience or outcome of the patients. You have
missing data in 50% of patients, and what happened to the missing
patients could really dictate the overall group when half didn’t
return the questionnaires.
I have 3 very brief and focused questions. Did you use the same
validated tool throughout? Your first patient was in 1998, but the 2
references on the tool were in 2007 and 2010, and so there is a big
lag time there.
Dr Krishnamohan. The same questionnaire was used for all
patients in the study.
Dr Meyers. With the missing data, can you really infer that
older patients do better? You didn’t really assess them before,
and I could give you several plausible explanations why they
have fewer complaints later: they have other medical problems
that trump their swallowing or they have poor memory, so they
can’t remember 30 days ago when they choked on steak.
Can you give me a biologic explanation of why they would do
better?
Dr Krishnamohan. I appreciate that point. It would be good if
we had a questionnaire assessment at several points of time for
those patients or another timed barium swallow to add additional
information. This questionnaire has been validated in other studies
to assess benign esophageal symptoms, and we expect that patients
who answer within the 30 days should be reflective, but there could
be a bias. Other studies have shown that the average response rate
for any questionnaire sent by a physician averages around 60%,
and our response rate was 48%. We tried to improve the response
rate by sending a second questionnaire, but the best response we
could get was 48%.
Dr Meyers. I know it is a challenge, but it’s hard to know what
to do when half the patients don’t respond. Half could be wind-
surfing in Florida or half might be in a nursing home aspirating.
We just don’t know what is going on with them. We hope the
ones you got are representative of all of them, but, to a large extent,
we don’t know. Anyway, this is excellent, qualitative work that
helps generate hypotheses and maybe lays a foundation for future
work, but it is hard to come upwith a solid change in practice based
on qualitative work with half the patients not responding.ery c February 2014
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SDr Krishnamohan. Thank you for your remarks. When we
looked at the patients who responded versus those who did not
respond, the only difference between the 2 groups we could find
was the length of follow-up. Patients who responded—the
median—they were 6.5 years from surgery, when those who did
not respond were farther out from surgery—7.5 years—and the
difference was significant, but other parameters were not different
between the 2 groups.
Dr Mark K. Ferguson (Chicago, Ill). I enjoyed your
presentation, thank you.
I have 2 pretty simple questions. First, in my practice we rarely
use manometry to make the diagnosis of achalasia. It is pretty
simple to make a clinical diagnosis with a barium swallow and
then rule out other problems with endoscopy. I’m wondering
how your institution uses the information from manometry to
either select patients for surgery or tailor the operation differently
than it might be done in a routine fashion.
Dr Krishnamohan. The manometry helps to confirm the
diagnosis and occasionally will lead us to perform a different
type of operation.
Dr Ferguson. The second question is about the terminology
used in your questionnaire. You speak in your presentation about
swallowing difficulty. I’m not sure if that is the exact terminology
that is used in the questionnaire. When I ask patients about
difficulty swallowing, at least a third of them will say, ‘‘No,
I have no problems swallowing, but then the food sticks down
here afterward.’’ So when I ask the question, it doesn’t really get
at the severity of symptoms that they are having from achalasia.
Dr Krishnamohan. The questionnaire has 28 questions
and many subquestions. It includes symptoms about heartburn
and regurgitation, including the severity and frequency.
The questionnaire is a very complete assessment.
Dr Ferguson. So you are speaking of swallowing difficulty as a
composite score of a complex questionnaire.
Dr Krishnamohan. Yes, we tried to report the results of the
questionnaire to reflect the overall outcome.
Dr Ferguson. Thank you.
Dr Steven R. DeMeester (Los Angeles, Calif). Congratulations
on a large series and a nice presentation.
One of the long-term problems with treatment of achalasia is
reflux disease and the complications of reflux disease on an
aperistaltic esophagus. I was struck by the fact that 70% of your
patients had trouble swallowing and 70% also had heartburn or
reflux symptoms. Do you have an idea if the difficulty with
swallowing was a complication of reflux or was this an incomplete
myotomy? And the reflux really needs to be explored. That’s one
of the concerns we have with the per-oral endoscopic myotomy
procedure— we’re not adding an antireflux procedure to it—and
long term what are the implications of that? I encourage you to
really look at that reflux and assess how severe the reflux disease
was and if there were strictures from reflux that caused the trouble
swallowing.The Journal of Thoracic and CaDr Krishnamohan. We performed a partial fundoplication as
routine for most patients. The set of patients who did not have a
fundoplication were earlier on in the series when the importance
of fundoplication was not really established and it was
controversial. There have been other studies that show that the
swallowing disorder after a fundoplication is comparable to those
patients who did not have a fundoplication, but the incidence of
pathologic and clinical gastroesophageal reflux is lower if there
is a fundoplication with a myotomy.
Dr Thomas Rice (Cleveland, Ohio). I have some comments.
Achalasia is a neurodestructive, lifelong disease, so I object to a
long-term follow-up of 28 days. I think it is very, very short early
postoperative follow-up that you have done. Also, in your
definition of achalasia, and the requirement of a hypertensive
lower esophageal sphincter is very, very uncommon. Fewer than
one-third of people have it. As well, you defined a hypertensive
lower esophageal sphincter as>24 mm Hg, but normal resting
pressure is up to 40 mm Hg. Depending upon the manometry,
that is considered normal.
Just a few comments and about manometry. Achalasia is a
manometrically defined disease, so it is required in all
patients and I would strive to do high-resolution manometry
in all patients so that they have best diagnostic and follow-up
studies.
There is a big disconnect between symptoms, function, and
morphology, and, really, to do a timed barium esophagram
and high-resolution manometry postoperatively would be helpful
and supplement the symptom score.
Dr Tomasz Grodzki (Szczecin, Poland). I have a short
question. The major complaint of the patients was lack of
peristalsis. Did you give them any medication to improve it?
The results that one-third of patients improved does not sound so
optimistic. You did a physical job in experienced hands and the
improvement was not so satisfactory. Did you try any complex
therapy, or it was just surgery and nothing more?
DrKrishnamohan. I think you have misunderstood our results.
We showed that one-third of patients had no symptoms at all, no
problems swallowing, and those who had some residual symptoms
for the most part had only mild symptoms.
Dr Frank D’Ovidio (New York, NY). Congratulations on your
nice presentation.
If you were able to subgroup patients according to type of
achalasia—for example, patients with preserved body of the
esophagus, those with mega esophagus, those with a sigmoid
esophagus, and also patients with spastic achalasia—would these
different forms of achalasia have different preoperative and
postoperative presentations and also long-term results?
DrKrishnamohan.We did not try to differential patients based
on those subgroups. We reviewed retrospectively all patients who
underwent a myotomy. I’m sure this group of 500 did have all
those types of achalasia but we did not attempt to subclassify those
patients or study the results.rdiovascular Surgery c Volume 147, Number 2 737
